Writing from the hotel in Washington in the middle of PAS, two weeks after an inspiring SHM meeting in Chicago, and a short time until the Denver meeting, I'm energized by the enthusiasm and excitement these meetings generate. The Denver conference promises to create an even higher energy level. You don't want to miss it. The Ambulatory Pediatric Association is the lead sponsor and AAP and SHM are co-sponsors. We've selected a mix of clinical, research, education and practice management topics, but what makes the Denver meeting unique is the pure focus on pediatric hospital medicine and the opportunity to interact and network in an intimate setting with upwards of 200 other pediatric hospitalists. For more information on the conference, turn to page 2.
I ponder that we are still small enough as a field that if we fracture ourselves into separate groups, we will become ineffective and inefficient. A hallmark of the development of Pediatric Hospital Medicine has been the collaboration of AAP, APA and SHM. Each organization offers particular expertise and advocacy. We are strongest overall by maintaining an active membership and presence in each organization. APA offers valuable research and teaching expertise along with cutting edge clinical topics at the PAS meetings. SHM is 90+ percent internal medicine, but the logistical and practice management tools of adult hospitalists offer many opportunities for imitation.
What about the AAP? What specifically is the Section on Hospital Medicine (SOHM) doing for you? We continue to comment on and develop policies related to pediatric hospital medicine and offer the insights and camaraderie of the LISTSERV, a new and improved Web site as well as CME activities. What else?
Yesterday I asked AAP President Carol Berkowitz if she would be willing to help improve pediatric hospitalist scheduling conflicts by declaring that no children shall be sick enough to require hospitalization on Friday nights-that would go a long way to solving some squabbles around weekend obligations in my program. She'd love to accommodate our request, but preferred to focus on the Academy's real work-advocating for insurance coverage for all children. This is a long journey with small steps along the way. The Academy is making progress on the state level, and we will continue to work on the federal level. Look to and work with your local AAP chapter to advocate for changes to Medicaid in your state.
On a more concrete level, the SOHM is engaged in several activities directly related to our practice as hospitalists. First, we will be conducting another salary survey this year, along with a survey of job descriptions and clinical workloads. Second, the national, multi-disciplinary 5-year review for inpatient codes is taking place this year. The RUC (Relative Value Scale Update Committee) has created new vignettes to look at the initial and subsequent hospital care codes for a typical encounter in 2005, and to reassess Welcome to the summer 2005 edition of our Section on Hospital Medicine Newsletter. Inside this edition you will find our first article on a combined adult/pediatric hospitalist program. Starting with lofty goals Dan Harrison and colleagues have built a large, successful program with regular support staff beyond the usual physician team. As always the "You are the Consultant" piece presents a case that all of us don't want to miss, and, in a wonderful tiein, the Billing Corner team will be addressing how to bill for consults. A special addition to our other usual articles is a piece on using PDAs as a hospitalist -highly recommended if you have been trying to decide what programs to put your money into.
2 the resources involved with each encounter. The vignettes involve a 50 year old with COPD and diabetes and heart failure-no relevance to pediatrics. So, within the Section, we will have the opportunity to devise pediatric equivalents vignettes and create some examples for what we as experts in inpatient care believe constitutes a level 2 H&P, or a level 3 subsequent care visit for example. We can then work through the Academy structure and the Committee on Coding and Nomenclature to endorse these vignettes. No other organization will focus so specifically on pediatric inpatient coding. If any of you doubt the value of these efforts, ask your critical care and neonatology colleagues about the impact global NICU and PICU codes have had on their practice. The AAP SOHM will take the lead on this topic. We know what effort goes into the work we do; we have the expertise, and we have the responsibility. Look to hear more about this process in the coming year.
Another project with a focused deadline is development of a hospital medicine practice improvement module for board recertification. As a part of the new structure for board recertification, you must not only demonstrate mastery of key knowledge in pediatrics, but you will also need to demonstrate ongoing efforts to improve your individual practice. To date, the AAP's eQipp modules are the only programs approved by the American Board of Pediatrics for meeting this requirement. The AAP has a module in place for ADD and for asthma. These will be targeted towards office-based pediatricians who can pull their own charts to monitor their practice. Unfortunately, just as irrelevant to us as hospitalists as the above 50 year old with COPD. But the Academy isn't stopping here. Each sub-specialty is being offered the opportunity to develop its own quality improvement module. GI is going first with management of inflammatory bowel disease. We may not have the official moniker of a sub-specialty, but the Academy recognizes that we hospitalists will need our own eQipp module, and it will be the SOHM that will be putting this together for you so that you don't have to moonlight in an office specializing in ADD to renew your boards in 2010.
That's what the Section on Hospital Medicine is doing for you ! See you in Denver. Fellows at all levels of training in any subspecialty or post-residency training program expecting to enter academics.
Mayo Clinic Pediatric Days
Academic faculty in their first few years of appointment.
Preparing for Life in Academics is a one day seminar developed specifically for those preparing to enter academic medicine or just starting their academic career. The course brings together academic leaders from a number of medical disciplines to discuss many of the issues not covered during traditional fellowship training. In this course participants will learn about career essentials such as effective negotiation, techniques to manage time effectively, and how to become involved at a national level. Opportunities to improve teaching skills will be offered through interactive sessions on feedback and delivering effective presentations.
Practices important to the business and organizational aspects of medicine will be addressed. Participants will also learn some of the more challenging areas that confront physicians: disclosing medical errors and preventing malpractice. Online you have access to the latest medical information on that topic and you are also able to access the abstracts of the references used by that author for the information they are presenting simply by clicking on the reference number. If a drug is listed in the database, clicking on it opens UpToDate's copy of Lexi-Comp which is even more complete than the one I mentioned above saving you the cost of that product. UpToDate includes graphs, tables, and even radiographs where appropriate and they are continually adding to the reference database which is already quite extensive in most fields of medicine. The search features are excellent and are divided into adult medicine and pediatrics for easy access to the information you desire.
Friday
If you purchase UpToDate, you will have access to the entire package online from any computer with internet access and you also will be able to download the information onto your handheld PocketPC (not available for Palm, but I understand it is coming). Because of the extensive nature of the database it requires at least a 1 GB (gigabyte) SD or CF card on your handheld device to handle the information. The good news is that you can now purchase these cards (even 2 GB CF cards) for less than $100. With this on your handheld, you will have access to the most up to date information on most topics at the point of patient contact and can show the patients the information on your handheld as they ask their questions.
What makes the $500 price reasonable is you get hour for hour Category I CME Credit for any time you spend using this product online (not yet available on the handheld) for up to 50 hours per year with no need for tests. The time is maintained by UpToDate monitoring your online use of the product and costs only an additional $25.00 for the 50 hours CME credit per year. You are contacted by a family practitioner at a small community hospital that is caring for a 6-month old girl admitted 2 days earlier for cellulitis of the left thigh.
The physician provides the following report:
The infant had been hospitalized for fever, swelling and erythema of the left thigh that had developed over the 48 hours that followed her routine 6-month immunizations. Her HIB and DTaP were administered IM in the left thigh and the Prevnar® was administered in the right thigh. Mom explained that the child screamed during and after the injection. The discomfort continued and even worsened over the next 2 days, and the left thigh swelling and redness was noticed the day of admission to the community hospital.
The infant was born at 30 weeks gestation by C-section for vaginal bleeding thought to be secondary to placenta praevia. The NICU course was uncomplicated and the infant was discharged at 36 weeks post-conceptual age. Some developmental delay is recognized (currently unable to roll back-to-front or sit unsupported). The available family history is unremarkable although the father of the child remains unidentified by the 16-year-old mother. The child takes a standard cow's milk-based formula, but when the mom is out of formula she gives the child whole milk.
The physical exam at the time of admission was notable for a fever of 38.5ºC (101.3 º F), a fussy but nontoxic appearance, and tenderness, swelling, and mild, poorly localized erythema over the anterior mid left thigh. The hip and knee joints were difficult to evaluate due to the obvious discomfort with manipulation of the left lower extremity. There was no knee effusion and the calf, ankle and foot were normal with good distal pulses and capillary refill. The infant wiggled her toes spontaneously but otherwise would not move that extremity. Aside from mild hypotonia, the remainder of the exam was normal.
The referring physician admitted the child and, after obtaining a blood culture and a CBC, started IV oxacillin. The WBC was 12,000/mm 3 with 70% neutrophils and no bands. There was a mild, normocytic anemia (hemoglobin 11 g/dL) and the platelet count was 300,000/mm 3 .
During the hospitalization, the child did not improve. The fever remained lowgrade (max 38.2 º C, 100.8º F) and the exam unchanged. The blood culture showed no growth (more than 48 hours). Earlier on the day of consult, the physician obtained an ultrasound of the thigh that revealed diffuse edema, but no abscess. A repeat CBC was unchanged, and an erythrocyte sedimentation rate was slightly elevated at 25 mm/hr.
The referring physician is requesting transfer of the child to your facility for further evaluation and treatment, which you accept.
When the child arrives, you obtain a history and perform an exam, which are both completely consistent with the report by the referring physician.
You perform one of the following diagnostic tests that reveals the diagnosis:
1. Plain radiograph of the left lower extremity 2. MRI of the left lower extremity 3. Nuclear medicine three-phase bone scan 4. Observation -This is a common reaction to immunizations answer on page 9 multidisciplinary medical database, also with CME, for less than $100.00 can be found at http://www.emedicine.com advertised as updated 24/7 by their contributors. Our team coordinator is able to obtain old records from almost anywhere in the country at the time of the admission and then make sure that every patient has an appointment at the time of discharge and that the records get back to the primary care doctor. A dedicated Discharge Planner works with the group to guarantee that transfers occur in a timely manner and that patients discharged to home have all of the equipment and support to make the discharge successful.
We have also developed a Clinic/ Hospitalist RN liaison. The role of the RN Liaison is to make sure that the individuals that would benefit the most from the programs and resources of the community clinic are appropriately plugged in. By obtaining medications for these indigent patients, initiating teaching about their illness and emphasizing the importance of follow-up,the objective is that patients will be better able to manage their disease states and not require frequent ER visits and hospital admissions.
Over the last 7 years the program has grown from an average daily census of about 10 with one Internal Medicine/ Pediatrics (M/P) trained physician rounding during the day, to an average census in the 60's with 3 Internal Medicine/Family Practice (IM/FP) rounders added to the M/ P physician. We now provide 24/7 coverag for the adults, with in-house coverage of pediatrics during the day and pediatric night call from home. We have contracted with several of the primary care groups in the community and have become the primary medical consultants in the hospital. Our group accounts for more than 60% of the adult medical admissions to Palomar Medical Center and virtually all of the pediatric admissions.
Initially, the program was to be staffed by a cohesive group of M/P trained physicians who would see patients both in the hospital and at a M/P outpatient clinic. We quickly realized that not only was growth not going to allow for the small group envisioned, but for the most part the physicians quickly migrated to either inpatient or outpatient settings.
Although we initially started with a 7 day on and 7 day off schedule, we soon switched to a 5 day block schedule. With the increasing census we also quickly evolved into a 24/7 program for the adults, and a home night-call for pediatrics. We have also split the day call to 6 am to 12 noon and 12 noon to 6 pm to ensure that each hospitalist has protected time to be able to care for the patients that are already under their care. This has helped to avoid those late day rounds, keeping length of stay down. Currently we have 4 rounders on during the day; at least 1 M/P trained physician and 3 IM/FP to manage an average daily census of around 60.
We are lucky enough to have a nocturnist for almost ½ of the month to manage the adult night coverage. The other nights are split between the full-time hospitalist, other employees of the clinic and members of the medical community. Because of the busy nature of the night call we have added a "short" call that provides back up from 6pm to midnight. This allows the overnight person to concentrate on crosscoverage and not become overwhelmed with the 6 to 14 admissions that occur each night Over the last 6 years the growing census has demanded that we continue to add physicians. Our goal has been to maintain an average of 15 total encounters per hospitalist. This volume allows for the hospitalist to re-round on the patients and to spend the timed needed to meet with the family, follow-up on diagnostic studies and respond to changes in a timely manner.
Our daily census varies from the high forties to mid seventies depending on the time of year. Although the majority of patients admitted to this community hospital are adults, during the winter months there are often more than enough patients to keep a pediatrician busy. Both the adult and the pediatric patients admitted to our service come either through the ER, are referred as direct admissions from an outside physician or are consults from within the hospital.
As the program has grown the demographics of our patients has also changed a bit.
With the addition of a number of agreements with local primary care groups we are admitting a lot more of the bread and butter pneumonia, strokes, DKA and CHF as well as more than our fair share of RSV, Rotavirus, Neonatal Sepsis etc. But our service is still well known in the hospital for admitting fascinomas. Since the beginning of the program we have admitted patient's with adult Still's disease, Non-HIV associated cryptococcal meningitis and disseminated coccidiomycoses, Maple Syrupe Urine Disease and Isovoleric Acidemia just to name a few.
We also care for a number of children with known chronic diseases in phone consultation with the subspecialist at Children's Hospital of San Diego.
Like the rest of the program, the compensation and benefits package has continued to evolve over time. One of the challenges has been to keep up with the moving bar of fair and reasonable compensation for a hospitalist while trying to keep the books balanced. At this point we have a base salary plus an RVU based bonus. Although our based salary has remained about the same, the bonus has risen steadily as we move to a more performance based salary model. In addition to the 15 days off per month there is paid CME and vacation time. We also offer a fairly standard benefit package including individual medical, 403b and malpractice with tail.
Like most hospitalist programs we have struggled with recruiting and retaining quality physicians in an environment where the playing field is in flux and the demand exceeds the supply. We have struggled with the balance between providing a service to the hospital and medical community (our customers once removed) and being "interns" for the community physicians and subspecialist. We continue to work toward an efficient and dependable system that provides direct communication between the hospitalist and referring physicians in the community.
Unlike most programs, however, we have also struggled with issues that are unique to our combined adult and pediatric program. It is a constant point of discussion as to the amount of work and effort that is involved in the admission and follow up care for a child as compared to an adult. It has been a struggle to change the culture of the local pediatricians whose practice it has been to "send to Children's". We are still trying to define what children are appropriate for our community hospital without subspecialty support. It also has been more difficult to accommodate the seasonal variations in census (i.e., when our pediatric census can more than double during a big RSV year).
Despite these challenges, we have had some significant successes. We do provide a very high quality of care to all patients regardless of ability to pay, in a cost-effective manner. We managed to reduce length of stay and costs per admission by half without increasing the return to ED or readmission rate. We have been able to break the cycle on many of the disenfranchised patients who had been using the ER as their only access to care. We have changed the admitting patterns of many pediatricians in the community who now call us before just sending the patient to Children's San Diego. We have also influenced many aspects of hospital care by serving on committees and being active members of the medical staff.
Our goals for the future are to continue to hone our skills as hospitalist and to provide the highest quality of care possible. We are planning to expand to the sister hospital, Pomerado Hospital, in the very near future and are looking forward to the new challenges that this represents. We are planning to continue to work on clinical pathways and best practices to help set a bar in quality or care. We are also hoping to re-ignite the push to keep children in their community instead of sending them and their families several miles away to the nearest Children's hospital, a goal that had previously lost some momentum.
A plain radiograph of the left lower extremity reveals a fracture of the midshaft of the left femur. Further roentographic imaging ("skeletal survey) reveals 2 healing rib fractures. A CT scan of the head and ophthalmology exam were both normal. The infant likely had a femur fracture prior to the immunizations, and the force of holding the leg and subsequent injection likely caused the intense crying and irritability seen prior to admission. The child was subsequently referred to family services for suspected abuse.
Although an MRI of the thigh and a bone scan likely would have led to the correct diagnosis, sedation required for these studies was avoided because you suspected the fracture and ordered the simplest study.
There are several important factors in the history that favor the consideration of abuse. This child was premature and developmentally delayed, both risk factors for abuse and neglect. Low-income status, maternal age, and a single-parent household are all social issues that predisposed this child to abuse as well. Long-bone fractures in infants are almost always related to abuse. It is difficult for an infant to supply the force needed to fracture a long bone unless there is an underlying skeletal dysplasia. Spiral fractures at the diaphysis and metaphyseal or corner fractures of long bones, rib fractures in various stages of healing, and complex skull fractures are other concerning injuries that should lead to an evaluation for abuse. You may wonder about the fever. A femur fracture is a traumatic event that can result in the loss of a significant amount of blood into the surrounding tissue. Along with this local trauma, systemic release of cytokines can cause low-grade fever. Thus, the presence of fever in this child is consistent with the diagnosis.
The initial concern for cellulitis and the reflexive concern for an underlying osteomyelitis could have been avoided by returning to the initial physical exam and laboratory findings. Although the patient was febrile, the remainder of the exam was not typical for cellulitis. Tenderness and swelling seemed to be the most impressive component of the exam. Although erythema was described, it was mild and poorly defined. The hip and knee joints was difficult to evaluate due to severe, localized pain. Lastly, the child was in enough discomfort that she refused to move the leg spontaneously. The severity of these findings associated with only mild superficial erythema suggests a deeper process, making cellulitis as a cause for her pain and swelling unlikely. Although cellulitis is often painful, careful examination of the adjacent joints is usually possible and spontaneous movement of the affected limb should not be so difficult.
The laboratory findings of a normal white blood cell count and a mild elevation in the ESR also lead away from the diagnosis of cellulitis, although cellulitis can occur in the face of normal laboratory findings. A more deeply seated infection, such as pyomyositis or necrotizing fasciitis should also be considered in a child with a fever and painful extremity, but the unimpressive fever, non-toxic appearance of the child, and lack of inflammatory markers leads one away from these diagnoses.
Acute osteomyelitis can occur following invasive procedures ranging from heel punctures to fetal monitoring, thus it is not unreasonable to consider this diagnosis (possibly from an excessively deep immunization). The rapidity of the symptoms following immunization and the normal CBC and ESR, however, make this diagnosis less likely. In children, acute osteomyelitis typically occurs in the metaphysis of long bones. Thus, the midshaft nature of this child's findings should make you think of other causes as well. A bone scan would be an excellent choice if the case presented were more consistent with acute osteomyelitis. A soft tissue infection may be suggested by increased perfusion in the first phase of the threephase nuclear scan, but is non-specific. One could make the argument that an MRI should be done preferentially because there is a localizing physical finding, however osteomyelitis in infants can be multifocal and a nuclear bone scan would be considered by many to be a better initial test. In this case, the multiple fractures would have shown up as "hot spots" and further imaging, such as skeletal survey or MRI, would have revealed the diagnosis.
Another important point in the discussion of this case is the initial antibiotic choice of oxacillin by the referring physician. Community acquired methacillin-resistant Staphlococcus aureus (MRSA) is becoming more prevalent nation-wide. Prevalence in communities has been reported as high as 50-60% of all cultured S. aureus. Furthermore, many of the MRSA isolates contain genes that encode for virulence factors often not found in methacillinsensitive species. These factors predispose to deep-seated infections such as osteomyelitis. The initial antibiotic choice should take into account the resistance patterns in your community. Vancomycin or clindamycin are reasonable options. Furthermore, the importance of making a microbiologic diagnosis is more important than in the past, likely increasing the need for bone biopsy and culture to avoid the long-term empiric use of vancomycin for all cases of osteomyelitis.
The last option, observation, would have been correct if not for the severe pain and complete immobility of the child's extremity. Immunizations can frequently cause low-grade fever, localized erythema, swelling and tenderness. However, the degree of pain and the limitations to movement make this benign entity less likely.
You are the Consultant: Answer (cont from page 6)
A new Web page for pediatric health care providers has been added to the CDC Child Development Web site. The new page provides tips for primary care practitioners on integrating developmental screening into their practices efficiently, at low cost, and while ensuring coordination of care. A sample flowchart of clinical screening activities and an example of how physician and non-physician staff roles may be delineated to make routine screening feasible are provided as well and can be printed from the Web site http:// www.cdc.gov/ncbddd/child/ screen_provider.htm For more information, please contact Carla P. White, MPH, Health Scientist, CDC at carlawhite@cdc.gov Pediatric Hospitalists and Intensivists are well aware of the "rule of six", a calculation used for creating continuous drip medications. For many years, the "Rule of Six" has effectively been used in pediatric and neonatal intensive care units, emergency departments, and by first responders in the field. The "Rule of Six" (RO6) is a weight based equation: 6 times the body weight is the amount of medication in milligrams to be added to 100 milliliters of fluid, resulting in a concentration infusion of 1 microgram/ kilogram/minute = 1 milliliter/hour. As is well known, calculation errors are a significant source of concern in pediatrics given weight-based drug dosing 1 . RO6 was created years ago to address calculation errors, and has been embedded in pediatric training and reference literature such as The Harriet Lane handbook, PALS, Neofax, and the Pediatric Standard Dosing Handbook.
CDC Offers New Web Page Rule of Six Vs Standardized Drips -Patient Safety and Evidence-based Medicine
The use of the RO6 method of calculation has most recently come under heated review by the Joint Commission. The JCAHO's Medication Safety Alert of August 7, 2003 8(16) started an animated discussion on the safety of RO6. As part of the larger National Patient Safety Goals, recommendation #3b mandates elimination of RO6 and conversion to standardized drip concentrations (SDC). Although some institutions had changed to SDC, a survey performed by Dr Jaimovich of 82 services of PICU, NICU, transport, and ED found 67 used RO6, with 5 of the 15 using SDC having changed due to the anticipated JCAHO mandate 2 . A separate informal survey of CHCA pharmacists noted 10 of the 27 sites had changed to standardized drips, with change again due to the JCAHO mandate alone
3 . An online survey by In January 2004, leaders in pediatric care, lead by the AAP, began a challenge of JCAHO's position in a coordinated manner 5 . Through e-mail, letters, and conference calls, discussions with key JCAHO leaders resulted in a modification of their January 2005 standardized drip implementation date. In November 2004, JCAHO stated institutions could petition for a waiver for up to three more years, during which time RO6 may be used. A detailed medication safety plan must be submitted to and accepted by JCAHO.
More institutions have converted to SDC use over the past months, particularly those also caring for adults. Hospitalists in these facilities should review the changes and transition methods carefully. Although change may occur at some site, the issues and concerns still remain:
• lack of data on error rate with RO6 use • decrease in medication error rate attributed to SDC actually included many system enhancements such as smart pumps, pharmacist-only drip preparation, pre-printed drip sheets for each patient at the bedside • significant fluid volumes for neonates with SDC • lack of SDC choices within institutions • variability in SDC choices between institutions • inconsistently prepared drips within institutions serving adult and pediatric patients Throughout this discussion, systems embracing one mode over the other have defended their methods as the most sound. The issue at hand, however, is a much larger one than that of the RO6 versus SDC itself. Discussion on RO6 has received national attention. How we react to external mandates affecting the care of hospitalized children sends a message to more than our local institutions. As individual Hospitalists, we clearly must work within our local and national systems. We may be asked to implement a change being made, but also have a responsibility to influence it. Assuring medical care decisions for children are driven by evidence and best practice is essential.
Inpatient Consultation Codes
The following codes are used for consultation requests in the inpatient setting. Although the request for consultation can be either verbal or written, it must be documented in the medical record. The consulting physician must also document who requested the consultation, the reason for the consultation, and opinions/recommendation/ services rendered. This visit documentation must include all three key elements of decision-making (history, exam, and medical decision). Additionally, a written report must also be sent to the requesting physician.
Rather than the three levels that are used for initial and subsequent hospital visits, there are five levels of consultation codes. Thus it is essential that consultative service rendered reflect the respective level of coding. The five are as follows:
99251 Problem focused history and examination with straightforward medical decisions. (Twenty minutes)
Example:
Initial inpatient consult for an orthopedic patient on IV antibiotics with thrush.
99252 Expanded problem focused history and examination with straightforward medical decisions. (Forty minutes)
Examples:
Initial inpatient consult for recommendation for antibiotic prophylaxis for patient with synthetic heart valve who will undergo urologic surgery.
Initial inpatient consult for possible drug-induced skin eruption.
Initial inpatient consult for dialysis patient with episodic oral ulceration.
99253 Detailed history and examination with low complexity medical decisions. (Fifty-five minutes)
Initial inpatient consult for fever in a female patient post-op from abdominal surgery.
Initial inpatient consult for postop urinary tract infection manage ment.
Initial inpatient consult for newonset seizure who has a normal history and normal exam.
99254
Comprehensive history and examination with moderate level of medical decision making. (80 minutes)
Examples:
Initial hospital consult for a 13month old with spasmodic cough, respiratory distress, and fever.
Initial inpatient consult for patient with fever, joint pains for one week, and rash.
Initial hospital consult for 15 years old with painless swelling of proximal humerus with lytic lesion by x-ray.
99255
Comprehensive history and examination with high complexity medical decision. (One hundred ten minutes) (Sorry, no pediatric scenarios given)
Examples:
Initial inpatient consult for a 36-year-old female to evaluate for abdominal pain, and fever. The patient has developed diffuse abdominal pain, guarding, rigidity and increased fever.
Initial inpatient consult for a 50 year old with a history of previous MI now with acute pulmonary edema and hypotension.
If follow up visits are needed either to complete the initial consult or subsequent consultative visits are requested by the primary physician, then the codes below are used. However, unlike in the initial consultation where all three key elements are required (history, exam, and medical decision), the subsequent consultative codes require only two of the three but the service must continue to confirm to the all E/M services coding and documentation guidelines.
If the consulting physician has initiated treatment at the initial consult and takes over the care for that particular problem, then the subsequent hospital codes (99231-99233) rather than the codes below are used (in most instances, inpatient codes are the proper codes to use since the Pediatric Hospitalist takes over the care for the referring MD). Carolinas Medical Center is a 777 bed academic medical center teaching hospital, and is part of the Carolinas HealthCare System (www.carolinashealthcare.org). The Levine Children's Hospital (www.levinechildrenshospital.org) is currently under construction and will be an 11-story, 234 bed facility which will be complete in early 2007.
Carolinas HealthCare System is a not-forprofit, self-supporting public organization, and is one of the largest public systems in the nation. Charlotte, NC is a great place to live. It is a growing and vibrant city and is only 2 hours from the mountains and 3-4 hours from the beaches of SC.
Job Opportunity
Salary and benefits are highly competitive and commensurate with experience. This position includes a competitive salary, annual bonus, generous CME allowance, great working environment, no tenure requirements, and active participation as a member of the Charlotte medical community. Candidates should send their curriculum vitae and a letter of interest to: 
